instruction on his role in the disaster area.
During his flight in the helicopter, he was preoccupied with different thoughts, including: (1) what to expect; (2) the safety of his family back home; (3) his living and eating in the affected area; (4) being unprepared; and (5) fear of being inadequate in the face of such a catastrophe. He did not realize many things at that time, including the fact that trauma inflicted by such disasters can affect both the victims and the responders.
The doctor arrived in the disaster-impact area, and became a part of a major crisis.He continued to labor with the same zeal over the next two weeks, working with the wounded, mutilated, and broken bodies of the victims-both dead and alive. He helped in the rescue efforts by digging dead bodies out of rubble, participating in the burial of the dead, and tending to the wounded. The more he helped, the more he began to feel that the sheer number of dead and wounded was beyond his capacity to cope. Thereafter, he experienced decreased appetite, was oblivious to his uniform and shelter, and adopted the belief that he had to "save everybody". He was on overdrive and gave his best efforts, but without adequate support arrangements, on the first night, he collapsed in a state of exhaustion among the wounded and the dead, and fell asleep. This was only the first night for this doctor in the disaster area.
Over the next few days maintaining the same routine, he started to develop physical fatigue and tiredness, and had difficulty going to sleep. He became fearful of the aftershocks that continued to rock the ground. Outbursts of anger became a constant feature of his personality,and as a result,he also became quarrelsome with his colleagues.
All these complaints rendered him unable to perform his duties. There was now no pleasure in daily life, and he experienced the feeling of "having not done enough". In the face of such adversity from nature, he was trapped in a persistent state of physical and emotional fatigue.
He constantly was finding himself troubled by moral and ethical dilemmas. For instance, a senior medical colleague who was a local resident, was instructing him on how to evacuate his relatives and dear ones by helicopter, even although there were more seriously injured individuals lying in agony, waiting to be taken to a safe haven. There also was the issue of food, which was available to some but not to others. Logistic support was not available, and there were inadequate shelter arrangements. There was no provision of food or water, and he had no tent to share with the victims or his fellow workers.
For several days, he tried to cope with all of the problems that he was facing, but eventually his threshold for tolerating such conditions was exceeded. He started avoid making telephone calls back home, talking to friends and colleagues, or socializing with others, and he became more preoccupied with "his" patients.
It was in this unbearable state of mind and physical exhaustion that suddenly, his ordeal ended, and he was instructed to report back to base hospital in Rawalpindi.The doctor returned to his workplace the next day without any debriefing session, and he started treating the hospitalized casualties in different wards over the next two weeks. By then, his mind and body had suffered enough and could not cope any more. His sleep was disturbed by nightmares, and he had outbursts of anger. His relations with colleagues deteriorated. He could not cope with the demands of his job that previously had been a routine for service personnel, and volunteers from elsewhere. They staff shelters, provide mass care, and assess and repair the infrastructure. All of these helpers are working in the affected area in the capacity of care providers.
Survivors, as well as care providers, are at risk from suffering from traumatic effects of disasters. Alexander emphasized an important point, there is no single traumatic event that is guaranteed to cause psychopathology in all of those exposed to it; resilience rather than psychopathology is the norm. 6 On the other hand, one must be aware of the risk that, however experienced and/or well-trained relief workers and other care providers are, some individuals might be adversely affected by their work. Trauma therapists face major ethical dilemmas if their reactions to being traumatized enter into the therapeutic relationship, exposing clients to psychological harm or possibly re-traumatization. 7 Denial of the impact of work on their wellbeing and functioning may serve care providers well until it fails, but then,they must face up to their own vulnerability.This is not easy and is likely to lead personnel to pushing themselves beyond their limits and displaying reluctance to seek help. 8 Mitchell and Everly define a critical incident as any event that has a stressful impact sufficient to overwhelm the usually effective coping skills of either an individual or a group. Such events usually are powerful, sudden, and out of the range of ordinary human experience. 9 However, in the realm healthcare, two groups are more likely to be confronted regularly by such incidents: (1) ambulance personnel who provide accident and emergency service; and (2) the staff of trauma units. 8 Identification with the deceased is a risk factor for PTSD and post-traumatic symptoms in disaster workers exposed to the dead. 10 Professional stress and dissatisfaction is a growing problem, and it is only a step from disengagement from the emotional element of the doctor-patient relationships. This is another way of describing burnout, a sad and preventable consequence of failing to provide care for the care providers. 11 Research shows that an acute reaction is more likely when the individual shares some emotional bond with those directly affected. 12 Another study indicated that youth, inexperience, lower rank, and degree of exposure is associated with more emotional stress and that these factors tended to interrelate. 13 A recent study of Dutch peacekeepers has provided a replication of findings obtained among American Vietnam veterans (i.e., that both pre-trauma personality and exposure to trauma are important factors in the etiology of post-traumatic stress symptoms). 14 In the October 2005 earthquake in Pakistan,there was a case that demonstrated how a care provider was affected by the circumstances of the disaster and response.
Case Report
The patient is a 32-year-old, married male, a resident of Rawalpindi (satellite city to the capital Islamabad), and a military doctor by profession who had no previous psychiatric or medical condition prior to the Earthquake of October 2005.On the afternoon of 08 October 2005, he came to his hospital to offer his services to help the staff on duty. Without warning or time to prepare, he was instructed by the Medical Authorities to move to the helipad on a local air base. He received a few dozen tablets of analgesics and some bandages for his medical kit. He did not receive any briefing on the nature of the task ahead or Psychological Trauma in a Relief Worker him. He had lost all interest in life, and he was overwhelmed with the guilt of not having done enough.
His family was worried, his colleagues were concerned, and the senior staff noticed the change in his behavior. One senior colleague asked him to seek consultation with a psychiatrist.
At his first psychiatric interview, he reported chronic fatigue, headaches, difficulty concentrating, multiple somatic complaints, disturbed biological functions, strong guilt, and self blame against a background of a "pervasively depressed mood". He had lost compassion and his trust of his colleagues and seniors, he indulged himself in self-medication with benzodiazepines, and he had isolated himself socially.
Psychiatric examination indicated that he was depressed, distressed, preoccupied with overwhelming guilt of having not done enough, and burdened by an unrealistic set of expectations and poor coping mechanisms to handle stress. Emotions of anger, guilt, and sorrow persisted throughout most of his days, though he did not show any psychotic features. However, his cognitive functions were hampered by impaired concentration and poor memory recall.
Based on a detailed history and psychiatric assessment, he was diagnosed as suffering from secondary trauma.
Management
This doctor was managed without medication. Instead, a series of counseling sessions was organized,leading to relaxation training, mobilization of adaptive coping methods, repeated sharing of his experiences in Bagh (an earthquake-struck city in Azad Jammu Kashmir) with his family and friends, an acceptance of negative emotions, and working through his feelings of anger, despair, guilt, and depression. He also was encouraged to use self-care tips and ensure adequate nutrition, sleep, and regular exercise, and, above all, to maintain contact with the psychiatric services at the Military Hospital in Rawalpindi.
Outcome
The patient has resumed his duties in his department and is performing well. His superiors and colleagues now understand the altered behavior that he displayed on his return from the earthquake-affected areas. He is coping with his work successfully, his family life has returned to normal, and he has made a trip to the earthquake area without any problems.
Discussion
It is understood that undesirable tasks, such as handling and identifying bodies, may disrupt an individual's psychological and physiological equilibrium. 15 Emergency workers, including urban fire fighters and paramedics, must cope with a variety of duty-related stressors, including traumatic incident exposures. Little is known about the coping responses of emergency workers, or whether their coping responses predict future mental health outcomes. 16 Rescuing, aiding survivors, and recovering, identifying, and transporting bodies, are but a few of the stressors that contribute to high levels of emotional distress among disaster workers. The contribution of previous experience with disasters to future risk is of particular importance for occupational groups repeatedly exposed to disasters (e.g., police and firefighters). 4 Psychosocial adjustment, functioning, and coping have not been considered adequately among rescue and recovery workers in the context of psychiatric disorders. Alexander and Klein surveyed 110 ambulance personnel (response rate of 69%) of the Scottish Ambulance Service who provide an accident and emergency service. Almost one-third of the respondents in each case displayed significant levels of general psychopathology (32%) and post-traumatic reactions (30%) in relation to a specific critical incident (identified by themselves). Twenty-seven percent of these workers reported that these adverse post-traumatic reactions endured for at least several weeks. 8 The survey by Alexander and Klein also confirmed that burnout was associated with longer service, less recovery time between critical incidents, and more frequent exposure to such incidents. 8 James and Wright noted that it was less often the medical aspects of their work that troubled ambulance personnel. 17 Rather, it was extrinsic factors, such as not being consulted by supervisors and inadequate support from management.
Certain vulnerability factors may predispose an individual to develop secondary trauma. These may include: (1) a negative perception/interpretation of events; (2) pre-existing stress; (3) a low level of personal and professional preparedness; (4) stress reactions of significant others; (5) unrealistic self-expectations; (6) a low level of social support; and (7) previous traumatization and prior disaster experience.
Managing secondary trauma at the organizational level requires awareness and recognition of the phenomenon. The organization for which the care providers are working for must be aware of the fact that the providers are vulnerable to the traumatic effects of the disaster.
Managing stress in the workplace, ensuring regular scheduling,time off,and rotation are recognized as policy issues and not as a care provider' s option. In the recent literature, aid agencies have been challenged to implement appropriate selection, training, and psychological support during and immediately after critical events. 18 Availability and understanding of stress reduction methods, mobilization of peer support, and the availability of professional psychosocial support at the site of the traumatic experiences are essential. These are the responsibilities of the organization and the policy-makers. Much is known about the psychological processes that characterize those who have PTSD, but considerably less is known about the risk factors for developing problems after exposure to traumatic stress. 19 A major stressor identified by the consultant physicians in a study by Rameriz et al was the feeling that they were poorly managed and resourced. 20 Care providers working in the disaster zone must appreciate the significance of teamwork. They should preferably work in pairs and be able to communicate freely and openly with other co-workers. Open dialogue should be encouraged, and team members should engage in frequent discussions of the problems facing them and the individual challenges they pose. All conflicts within the team should be resolved.
At the individual level, depending upon the degree and severity of the trauma the care usually is managed by biological interventions, emotional catharsis (which includes talking about the experience), and by mobilizing adaptive coping techniques. The principle that it is acceptable to share emotions voluntarily must be inculcated among the caring professions. Finding a shoulder to cry on, a partner to share daily experiences with, and using the "buddy support system" is imperative for the caring professionals.
Recommendations
Based on more than six months of experience of working in the disaster stricken area, the following recommendations are made to address the subject of caring for those medical staff who are deputed by higher echelons of the organization to perform relief work in disaster areas:
1. Timely rotation of care providers at regular intervals; 2. Focused briefing about the objectives and role of the care provider in relation to the task ahead; 3. Proper logistic support must be ensured by the managers of the project; 4. A debriefing of the individual care provider and the whole team when relief and support duties have been completed; 5. A break or time off for the care provider, or at least relaxed duties after completion of their duties; and 6. Expressions of appreciation from the management and judicious granting of rewards. One important implication concerns the channeling of resources to reduce exposure to stress and the resulting consequences. Support and counseling schemes targeted at traumatic stress or provision of additional staff, resources, or reduced workloads should be provided to reduce organizational stressors. 21 Employee assistance programs with individualized interventions, monitoring, and more effective pre-employment screening may be a sound policy. 22 With stress resulting from disaster responses potentially influencing the way an individual perceives and/or copes with subsequent negative life events, practitioners providing services to disaster or rescue workers can encourage their clients to monitor their levels of stress and the ways that they care for themselves both during and following disaster assignments. 23 
Conclusions
Emergency workers are required to cope with a variety of dutyrelated stressors, including the exposure to traumatic incidents. A cornerstone of the effectiveness of mental health support at the scene of operations is establishing a rapport between the mental health team and the command staff, rescue team managers, and workers. Disasters workers have a deep commitment to working long hours without breaks, and quickly may dismiss suggestions about using time to relax. Understanding the stressors associated with rescue work and its culture can facilitate alliance building.
Emergency workers often have a high capacity for trust among each other, but they tend to be cautious about the competencies of individuals perceived as outsiders. Rescue workers may demonstrate mental and emotional resilience during an operation, but they may have intense emotional reactions afterwards because of their sensitivity to the suffering of survivors and their families. If mental health workers tactfully acknowledge this duality, it would help them to achieve the confidence of rescue workers while increasing the workers' willingness to disclose feelings of vulnerability or self-criticism, and to accept emotional support.
